I n view of the rarity of vesicovaginal fistula (VVF) in the developed world, collaboration among specialty centers for the analysis of treatment outcome is to be applauded. The recent article ''Management of vesicovaginal fistulae: a multicenter analysis from the Fellows' Pelvic Research Network'' describes practice patterns and outcome in 12 academic sites in the United States from July 2006 to June 2011, through a retrospective chart review. 1 A significant finding was that of 60 patients with initial expectant management with catheterization, only 7 (11.7%) had spontaneous closure. No factors associated with success could be identified upon evaluation of demographics, medical history, fistulae characteristics, and duration of bladder drainage.
A review published in 2007 was devoted to address the role of catheterization as a conservative initial treatment of VVF. 2 In that review, methods used for data collection included screening all articles retrieved when the key word ''vesicovaginal fistula'' was used in a MEDLINE search of literature in the English language. Closure (or non closure) of VVF after the initial catheterization was evaluated, irrespective of the context within which this therapy was presented. This is particularly important because publications addressing uniquely the ''conservative'' management of VVF are scant. Parameters evaluated in that review included etiology of VVF, fistula size, interval from insult to drainage, and duration of drainage. Among these, only the interval between insult (causative event for development of VVF) and institution of bladder catheterization had an obvious correlation with success. Compiling figures from numerous relevant publications, it was found that when the catheter was inserted less than 3 weeks after the initial insult, 22 (39%) of 57 women had spontaneous VVF closure. In contrast, when the catheter was inserted more than 6 weeks after the insult, only 1 (3%) of 32 VVFs healed spontaneously. 2 Admittedly, conclusions provided by such research methodology are inferior to those reached when there is actual access to raw data through individual medical record review, as in the fellows' article. 1 Consequently, the authors missed a unique opportunity to explore this readily identifiable parameter and confirm (or refute) the finding above. The result could have lead to significant clinical practice recommendations regarding VVF initial management both in the developed and in the less privileged world.
As important as the probability of successful VVF closure 1 after early bladder drainage institution, the very slim possibility of success in late discovery and intervention carries particular significance. Inconvenience, time wasted, and unrealistic hopes can all be avoided when informed counseling about the role of bladder drainage is based on well-documented data.
